Introduction
During recent years the functions and practices identified with public health have been substantially clarified. An Institute of Medicine report defined three core public health functions: assessment, policy dcvelopment, and assurance.' Various work groups sponsored by the Public Health Practice Program Office of the Centers for Disease Control and Prevention (CDC) elaborated these definitions by linking them with 10 specific public health practices. The core functions and 1() practices are defined as follows '3 address priority health necds * Assurance is the assurcance to constituents that services nccessary to achieve agreed-on goals are provided by encouraging actions of others (private or public), requiring action through regulation. or providing service directly. Assurancc practices are specifically the following: * Manage resources and develop organizational structure * Implemenit programs * Evluahate programs and provide quality assurance * Irnfmi and educate the public These definitions provide a framework for assessing public health performance. In this article we describe experience with a protocol for measuring informed perceptions of performance for each of the 10 public health practices in an entire communitv or public health jurisdiction, as well as the extent to which these practices are carried out by the official local public health agency. graphic profile of public health performance for each jurisdiction and for its health department.
Methods
The for overall performance were calculated by taking a mean of the performance ratios for the respective practices, thereby further eliminating differences in the weights of raw scores.
Results
Telephone interviews lasted about an hour for completion of the survey in each locale. The respondents' preparatory time for the interview was variable, but in all but two instances there was evidence of prior consultation with staff and marshalling of evidence. In most cases the health department's director responded; this responsibility was delegated to senior associates in a few of the largest departments. The Table 1 . The performance ratios are illustrated in graphic form in Figure 1 for the communities having the two highest total scores and in Figure 2 for those having the two lowest total scores.
Community or Jurisdictional Scores
Aggregate community-based mean performance ratios for the 10 practices When the performance ratios were graphed, they demonstrated that the responses differentiated one community from another and variously illustrated the proportional share of total public health performance that is contributed by the health department. The various public health practices were successfully differentiated from one another, as demonstrated by different levels of performance.
Other Public Health Providers
So many agencies were identified as providers of some portion of the various public practices at the local level that for purposes of analysis the following aggregations were developed: Group A: State government agencies (e.g., state health agency and agencies for environmental protection, mental health, and occupational health and safety) Group B: City and county government agencies (e.g., departments of social services, public works, environmental health, and animal protection/control) Group C: Voluntary nonprofit community agencies (e.g., family planning, chapters of heart and lung associations, Urban League, Junior League) Data on the number of respondents reporting contributions by the various groups of providers to each of the public health practices appear in Table 3 . State agencies are strongly represented in all the practices at local levels except for priotize, evaluate, and inform/educate. Government agencies at local levels (other than the health department) are strongly represented in all the practices. Voluntary nonprofit agencies contribute to public health practices in more than 50% of the communities for assess, advocate, priortize, plan, and implement. Hospitals, practitioners, and private clinics contribute to assess, investigate, prioritize, manage, and implement in halfor more ofthe communities. No other provider group contributes to any of the public health practices in more than half of the communities except for implement, part of the assurance function. Community and Migrant Health Centers assist with the implement practice in eight communities. That aspect of public health practice depends more than any other on multiple providers.
Public health performance was assisted by multiple providers in the highestscoring jurisdictions more than in the lowest-scoring jurisdictions (Figure 1 The large number of agencies contributing to public health performance at the local level presented problems to respondents. Some respondents, however, valued the effort to compile a roster of other community providers analyzed according to public health functions and reported that recalling the names of other contributing agencies was a fruitful exercise. The extent to which public health leaders promote and facilitate the contribution of other providers is an important consideration not revealed by examination of the graphic profiles. Interpretation of findings should rightfully emphasize that a high community score and a low health department score could represent responsible public health performance.
Experience with the protocol draws attention to a perennially vexing problem-defining exactly what a health department is. Variations in organization and in the sharing and dispersal of public health functions among a variety of administrative units lend credence to an approach that regards a community or entire political jurisdiction as the necessary unit of analysis, rather than any one agency serving the community. '2 Further studies on the use and meaning of the survey protocol are in progress. They include statistical correlations of the reported data on these departments6'7 and plans to extend use of the protocol with a different set of public health jurisdictions. A trial will be conducted to complete the survey by means of consensus-building techniques in a small-group process, involving the health department director and three to four other people knowledgable about the health status and services of the community. Further work is indicated to define and categorize the contributions by public health providers other than the official agency. In the meantime, the survey protocol is available on request to other investigators and public health officials who may wish to explore its uses and modifications. O 
